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8999 Final Observations ' $9999

Statement of Licensure Violations:.

300.610a)
300.1210b)
300.3240a) -

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures, governing all services provided by
the facility which shall be formulated bya :

| Resident Care Policy Committee consisting of at -
least the administrator, the advisory physician or
the medical advisory committee and *
representatives of nursing and other services in
the facility. These policies shall be in compliance
with the Act and all rules promulgated thereunder.
These written policies shall be followed in
operating the facility and shall be reviewed at
least annually by this committee, as evidenced by
written, signed and dated minutes of such a
meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
practicable physical, mental, and psychological :
well-being of the resident, in accordance with .
each resident's comprehensive resident care . . Aftact

{ plan. Adequate and properly supervised nursing mentA
care and personal care shall be provided to each Statement of Licensure Violations
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resident to meet the total nursing and personal
care needs of the resident.

Section 300.3240 Abuse and Neglect

a) An owner, licensee, administrator, employee or
agent of a facility shall not abuse or neglect a

| resident. (Section 2-107 of the Act)

These Regulations were not met as evidenced
by:

Based on interview and record review the facility
failed 1) to ensure one resident (R1) was not
subjected to misappropriation of money reviewed
for abuse. 2) The facility failed to develop and
implement a guiding policy regarding how the
facility will ensure a resident can safeguard their
own personal money or property within the
building. This security fajlure has led to R1's
money being taken from R1's room, without
permission. These failures resulted in R1 to
experience financial harm due to loss of $238
cash stored in.R1's bedroom-and psychosocial
harm expressed as anger, disappointment, and
inability to trust care givers.

'| Findings include;

The facility's Abuse Prevention Program revised
11/28/16 states "There are two specific instances
where theft should be considered: (first bullet
point) The ‘theft! value of a piece of property. Any
missing money, Jewelry, watches, or other large,
fixed property such as radios or TVs shouid be
considered and treated as possible theft, until
there are clear indications that the property was
mislaid or lost by means other than theft.”
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